vision in the right eye. Bilateral retinal vasculitis was noted. Investigations were unremarkable and he was treated with high dose systemic steroids. He was referred to St Thomas' Hospital two months later, after his wife developed open tuberculosis. On admission, his visual acuity was diminished on the right (6/9) but normal on the left. There was bilateral profuse vitreous inflammation and dense aggregates ofwhite cells. Both fundi showed new vessel formation, severe retinal vasculitis with retinal branch vein occlusion in the left eye, gross peripheral closure and swollen discs. He was noted to have a strongly positive Mantoux test and a diagnosis of tuberculous retinal vasculitis was made. He was treated with systemic steroids and anti-tuberculous therapy for one year with considerable improvement of the retinal vasculitis. He did not develop any further systemic manifestations of tuberculosis.
Discussion
In a series of 31 patients with chronic retinal periphlebitis in 1954, Elliot reported that 35% showed evidence of active or healed pulmonary tuberculosis and all but one had positive tuberculin skin tests 2 Sulphasalazine is commonly used in the treatment of inflammatory bowel disease. Although it has caused a variety of wsll-recognized side effects', lung complications are rare. Such a complication was first described by Collins 2 and more recently all but one of the published cases have been reviewed", We report a patient taking sulphasalazine for ulcerative colitis who developed respiratory symptoms and radiographic changes which responded to withdrawal of the drug.
Case report Ulcerative colitis was diagnosed in a 26-year-oldwhite male in 1978. Barium enema examination showed mucosal changes of ulcerative colitis as far as the splenic flexure and subsequently these changes were confirmed by fibreoptic total colonoscopy. He was treated continuously with sulphasalazine in doses up to 1.5 g three times daily, plus intermittent courses of steroid tablets and enemata. There was no history of hypersensitivity to aspirin or sulphonamides.
In June 1984 he first complained of dyspnoea and cough, producing white sputum. He was taking sulphasalazine 1 g three times daily and enteric coated prednisolone 5.0 mg daily. Chest examination revealed no abnormality but a chest radiograph showed shadowing in the right mid zone. Although sputum culture revealed no pathogens, he was treated with amoxycillin. There was initial symptomatic improvement but two weeks later he was again unwell with cough, pain in the left lower anterior chest, night sweats and loss of weight. He was slightly febrile and chest examination revealed fine rales and bronchial breathing in the right mid zone. The chest radiograph showed collapse and consolidation at the right base with scattered areas ofshadowing in the left mid and upper zones <Figure 1).The colitis remained quiescent, and so prednisolone was tailed off in case this was pulmonary tuberculosis. Sulphasalazine 1 g three times daily was continued.
Investigations showed a haemoglobin 11.1 g/dl, total white cell count of 12.9 x 10 9 II, of which 21% were eosinophils, platelets 989 x 10 9 II and erythrocyte sedimentation rate (Westergren) 70 mm in 1 hour. Sputum and laryngeal swab examinations for acid fast bacilli were negative, as was Mantoux skin testing. Sputum culture for fungi and aspergillus fumigatus precipitin tests on serum were negative. Mycoplasma pneumoniae titres and cold agglutinins were negative, as were titres for legionella and psittacosis.
He continued to deteriorate in hospital with increasing dyspnoea and a low-grade fever. Bowel Figure 2 . Normal chest radiograph six weeks after withdrawal of sulphasalasine frequency also increased and stools became loose, so sulphasalazine was increased to 1 g four times a day. After a further three days there was no improvement in his respiratory problems and after one week in hospital, by which time most of the above results were known, the possibility of a druginduced disease was considered and sulphasalazine was stopped.
Subsequent progress was excellent with steady loss of pulmonary symptoms, no fever, and reduction in eosinophilia. Six weeks later the chest radiograph was normal (Figure 2) ,as were the leucocyte and eosinophil counts. The colitis was treated with steroid enemata. During a further ten months follow up there were no more pulmonary symptoms and the chest radiograph remained normal. Nine months ago treatment of the colitis with 5-aminosalicylic acid (mesalazine) was commenced. To date there have been no side effects and the chest radiograph has remained normal.
Despite its frequent use sulphasalazine-induced lung disease is unusual. Only 12 cases have been reported previously and 11 of these were summarized and compared by Wang et a1 3 • Patients complained mostly of dyspnoea and cough, pulmonary infiltrates were seen in all but one, and the combination of pulmonary infiltrates and peripheral eosinophilia was reported in five. The most severe pulmonary complication was fibrosing alveolitis, reported in two cases, one of whom died. It is possible these two patients were manifesting an extracolonic complication of ulcerative colitis, unrelated to sulphasalazine therapy, and they might have responded to treatment with corticosteroidstP. In a 12th case", in which a transbronchial biopsy was used to confirm the diagnosis, full recovery of the pulmonary injury occurred which was thought to be unique but has now been emulated by the patient reported here.
Our patient was similar to most of those reported previously, with respect to dosage of sulphasalazine, symptoms, degree of eosinophilia, X-ray changes and subsequent recovery. One major difference was the time of exposure to the drug. In the reported cases most had taken sulphasalazine for less than three months and all for less than 36 months. Our patient had taken it for six years before developing chest symptoms.
This complication precludes further use of sulphasalazine in affected patients and without this treatment control of their disease is often difficult. The introduction of oral salicylate preparations, such as 5-aminosalicylic acid, offers improved prospects of control of the colitis without the side-effects caused by the sulphonamide component. It is not known which component of the sulphaaalazine molecule is responsible for the pulmonary complications but the experience to date in this patient, now taking mesalazine, suggests that the salicylate is not responsible and can be taken safely.
A case of invasive squamous cell carcinoma of the vulva is reported in a patient whose husband had recently undergone treatment for squamous cell carcinoma of the penis. The role of sexually transmissible agents in the aetiology of both of these tumours is discussed.
Case report
A 73-year-old woman initially noticed a small 'wart' on her vulva two years prior to presentation. Despite progressive enlargement and ulceration of the lesion she was too embarrassed to seek medical attention. Bleeding and foul-smelling discharge from the mass finally forced her to seek medical advice. At this point, a fungating, ulcerated, secondarily infected carcinoma involving both labia majora and minora, the clitoris and obscuring the .anterior urethra was noted. In addition, lymph nodes were palpable in both inguinal areas with accompanying lymphoedema of both lower extremities. Her presentation was further complicated by severe uterine prolapse. Histological review of a superficial biopsy demonstrated squamous cell carcinoma. The absence of distant spread of her neoplasm was confirmed by chest X-ray, bone scan, liver function tests and abdominal ultrasound. Lymphangiography demonstrated bilateral inguinal node metastases but no involvement of the more cephalid nodes in the ilial or para-aortic regions. Intravenous pyelography demonstrated bilateral hydronephrosis from ureterovesical obstruction most likely due to her procidentia rather than tumour involvement of her trigone. Examination under anaesthesia revealed carcinomatosis infiltration of the distal urethra, but sparing of her proximal urethra and bladder neck. During the course of these investigations the patient developed a septicaemia unresponsive to broad spectrum antibiotics. At her family's request no aggressive measures were undertaken and she subsequently died.
At about the time of onset of this patient's symptoms, her husband, a 66-year-old butcher, presented at another hospital with a painless lump under his foreskin which he had first noticed one month previously. An ulcerated tumour, 2 em in diameter, was noted on the left side of the glans. Superficial biopsy demonstrated a well-differentiated invasive squamous cell carcinoma. Partial amputation of the penis was performed, histological review of the surgical specimen confirmed well-differentiated squamous cell carcinoma with deep invasion. Two years later he presented with a lump in his left groin. Bloc-dissection of his inguinal lymph nodes confirmed metastatic squamous cell carcinoma. He subsequently received a course of radiotherapy. When last seen two years later there was no evidence of recurrence at either site. Shortly after this he moved to another area and his present condition is unknown.
Discussion
This report lends support to the hypothesis that a sexually transmitted agent may be involved in the aetiology of tumours of the lower genital tract in both sexes. Human papillomavirus DNA sequences and antigens related to herpes simplex virus type II have been detected in vulvar and penile carcinoma cells':". Condylomatous lesions induced by human papillomavirus have been noted to precede squamous cell carcinoma at both of these sites 4 • 5 • Epidemiological studies have shown an association between carcinoma of the penis and carcinoma of the cervix, the wives of men with penile cancer having an increased incidence of in situ and invasive cervical carclnoma't". However, a relationship between penile carcinoma and vulvar carcinoma has not been well described. This is surprising as neoplasms of the lower genital tract in the female are frequently multicentric, between 10% and 30% of patients with vulvar carcinoma having a history of antecedent or concurrent primary carcinoma of the cervix 8 ,9. One case has been reported of carcinoma in situ of the vulva occurring two years after the patient's husband had undergone surgery for carcinoma in situ of the penis10.
Environmental factors cannot be completely excluded for the coincidental appearance of these tumours. Carcinoma of the lower genital tract in both sexes is more common in the lower social claases!'. An increased incidence of both of these tumours has been reported in workers in certain textile Industries", though neither our patient or her husband gave a history of exposure to these occupations.
Whether sexually transmitted or environmental factors are involved in the pathogenesis of these tumours the spouses of affected patients must also be considered at risk and should be followed up for evidence of neoplasia.
